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More angioedema from instant coffee, but not from caffeine Sir, Beverages are infrequently implicated in causing angioedema and urticaria in adults. There are few reports of the association of coffee with angioedema and urticaria. Accordingly, the case description by Tognetti et al. is a valuable addition to the medical literature. [1] A similar case was reported by us in 2012. [2] In that earlier instance, a 50-year-old man presented with angioedema of unknown cause. By self-challenge, he identified a caffeinated instant coffee as the trigger. However, the caffeine was almost certainly not the culprit. The results of the self-challenge precluded any pressing need for immunoglobulin or other analytical testing. The patient eliminated that coffee product from his diet and had no recurrence of angioedema.
The detailed description of the serologic and allergologic tests that Tognetti et al. [1] performed for their patient would have been of use in the earlier case, had such testing been advised. Their description serves as an excellent reference for clinicians who seek to identify triggers for angioedema and urticaria. The authors and the Journal deserve commendation for publishing this valuable article.
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Tuberculosis verrucosa cutis with multifocal involvement
Sir, Tuberculosis (TB) is a mycobacterial infection that occurs commonly due to infection with Mycobacterium tuberculosis or Mycobacterium bovis, reflecting immunity of an individual [1] TB is a major public health concern due to its high prevalence with higher morbidity and mortality. Cutaneous tuberculosis is mostly caused by exogenous reinfection in previously sensitized individuals. [2] Inoculation occurs at sites of minor wounds or abrasions, sometimes from the patient's own sputum. Cutaneous tuberculosis includes lupus vulgaris and tuberculosis verrucosa cutis (TBVC) at its one end and scrofuloderma and tuberculosis cutis orificialis at the other end with decrease in cell-mediated immunity across the spectrum. In India, the incidence of cutaneous tuberculosis has fallen and is rare in developed countries. [3] We hereby report a case of TBVC with mutifocal as well as extensive involvement.
A 60-year-old woman presented in surgical department with verrucous crusted lesions over right lower limb since 12 years with foul-smelling discharge from the lesion since 3-4 months. Surgeons clinically diagnosed her as squamous cell carcinoma and provisionally planned for surgical intervention. Surgeons referred the patient to skin department for a second opinion. Detailed history taking revealed that 12 years prior, she sustained a thorn prick over her right great toe, which evolved into warty lesion. There was gradual involvement of right foot, leg, and knee over a period of 12 years. On examination, there were well-demarcated, oval, dry, verrucous, thick, crusted plaques present over anterior aspect of right knee [ Figure 1a ], anterior aspect of right leg [ Figure 1b] , and whole foot with a few islands of normal skin and atrophy, [ Figure 1c and d] associated with foul smell. Chest and leg radiographs were normal; Mantoux test was negative and erythrocyte sedimentation rate was 55 mm/hr. HIV was nonreactive. Other investigations results were normal. Histopathological examination showed hyperkeratosis, acanthosis with pseudoepitheliomatous hyperplasia of the epidermis [ Figure 2 ]. Below the epidermis, polymorphs with abscess formation and multiple ill-defined granulomas were observed [ Figure 3 ]. Granuloma comprised epithelioid cells with Langhans type of multinucleated giant cells, foreign body type of giant cells, with scanty lymphocytes [ Figure 4 ], suggestive of tuberculosis verrucosa cutis. ATT category 1 (rifampicin 450 mg, pyrazinamide 1500 mg, isoniazid 600 mg) was started. After 3 months of treatment the patient's condition improved.
TBVC is also known as warty tuberculosis, prosector's wart, butcher's wart, anatomist's wart, and postmortem wart. The incidence of TBVC varies but is seen frequently in Asia. In India, TBVC is probably the third most common form after lupus vulgaris and scrofuloderma. [4] TBVC results from direct inoculation of the bacilli into the skin of previously infected patients having intact immunity. TBVC usually occurs on the hands in adults and on the lower extremities in children. [5] Walking barefoot frequently increases risk to developing TBVC on the sole. Psoriasiform, keloidal, crusted, exudative, sporotrichoid, destructive, tumor-like, and exuberant granulomatous [6] forms are the main variants of TBVC, which can also mimic the differentials of TBVC itself. The diagnosis is mainly based on clinical appearance, tuberculin tests, culture, and microscopic and histopathological features. The histopathological features are characterized by marked pseudoepitheliomatous hyperplasia of the epidermis with hyperkeratosis and dense inflammatory cell infiltrate consisting of neutrophils, lymphocytes, and giant cells. The presence of granulomatous infiltrates is a cardinal sign. Typical tuberculous foci with caseating necrosis are not commonly seen in TBVC. [1] Clinically deep fungal infections
Indian Dermatology Online Journal -January-February 2016 -Volume 7 -Issue 1 such as blastomycosis, chromomycosis, fixed sporotrichosis, callosities, bacterial infections such as lupus vulgaris, tertiary syphilis, and cutaneous warts can be kept as differentials. Inflammatory dermatoses, including psoriasis, lichen simplex chronicus, and hypertrophic lichen planus, may also mimic this clinical picture. Differentiation from inflammatory diseases may be made by histopathological findings and culture of microbacteria. A dramatic response to antitubercular therapy is commonly seen in most of the cases. In our case, there was multifocal involvement, withverrucous, thick, crusted plaques with foul smell, which is usually not seen in tuberculosis verrucosa cutis; this was leading to a diagnostic dilemma. Eventually, histopathological characteristics and response to antitubercular therapy confirmed the diagnosis of tuberculosis verrucosa cutis.
